Background: Magnetic resonance imaging (MRI) of the knee is the second most common MRI examination in Norway after head/brain MRI. Little has been published internationally on trends in the use of knee MRI after 1999. This study aimed to describe levels and trends in ambulant knee MRI utilisation in Norway 2002Norway -2004 in relation to type of radiology service, geographic regions, number of MRI-scanners, patient age and gender, and type of referring health care provider.
Background
Published data indicate a large increase during the nineties in the use of magnetic resonance imaging (MRI) [1] , including extremity [2] and specifically knee MRI [3] . The criteria for performing MRI of the knee have broadened considerably [3] . Possible advantages are improved detection of relevant traumatic lesions [4] and reduced use of invasive diagnostic arthroscopy [2, 5] , as MRI provides good visualisation of menisci and ligaments [6, 7] .
The overall clinical benefit of the current use of knee MRI is uncertain, however [8] [9] [10] , and overuse may exist. Irrelevant findings such as degenerative rupture of the medial meniscus are frequent, especially in middle and older ages [11] [12] [13] . A study [14] from Wales published 2002 found that 46% of knee MRI requests were not regarded as clinically indicated.
According to The Norwegian Radiation Protection Authority (NRPA), knee MRI, with 10.7 examinations per 1000 persons, was the second most frequent MRI examination in Norway in 2002 after head/brain MRI [15] . Knee MRI examinations varied more in frequency between geographical regions than did any other of the 30 most common radiological examinations. Further published international or Norwegian data on knee MRI utilisation after 1999 are scarce.
In Norway, nation-wide studies of radiology utilisation are feasible, as data are stored on all claims for reimbursement of ambulant radiology services. We have analysed data for examinations performed [2002] [2003] [2004] 
Setting
In Norway, general practitioners (GPs), other physicians, chiropractors, and from 2006 also manual physiotherapists all have direct access to both public and private knee MRI services. GPs have a "gatekeeper" role towards secondary care specialists such as orthopaedic surgeons.
NAV -the Norwegian Labour and Welfare Organisation (earlier RTV) -reimburses public and private ambulant (but not in-patient) radiology services and files all reimbursement claims in a quality-assured database. From 2002 such claims contain codes for modality (e.g. MRI) and localisation (e.g. knee) and may also contain other codes from the Norwegian radiology coding system NORAKO [16] . One claim concerns one consultation with one or more examinations (e.g. knee MRI, knee radiography), each with one or more codes. Reimbursement is based on grouping of codes, associated cost weights and a fixed "average" examination price or unity price regularly set by the Ministry of Health and Care Services.
Payment for ambulant radiology services in Norway is not restricted to reimbursement (reported in this study). Public funding further provides a basic support for public services and a partial fee-for-service for private services [17] . Multivariate linear regression analysis was used to assess a potential relation between rate of claims (number of claims per million persons -dependent variable) and scanner rate, after adjusting for year and geographic region. Univariate linear regression analysis was applied to evaluate a possible association between rate of claims and the ratio between the rate of claims for the age group of 50 years or above and for the age group below 50 years. Mantel-Haenszel chi-square test was used to compare rates between years. Breslow-Day's test of homogeneity of odds ratios (ORs) was applied to compare ORs between years. Excel and SPSS were used to analyse data. P < 0.05 was regarded to indicate statistical significance.
No person-identifiable data were analysed or recorded in this study. According to The Regional Committee for Research Ethics in Western Norway, the study did not require approval from a research ethics committee.
Results

Ambulant knee MRI in Norway 2002-2004
The number of claims for reimbursement of ambulant knee MRI done in Norway in 2004 was 71240 (Table 1 ) -or 15.6 claims per 1000 persons, which was a 64% increase from 2002 ( Table 2 ). The reimbursement increased 80% to 70 million NKr in 2004 (Table 1) .
Comparison between private and public radiology services Private radiology services contributed about three-quarters of the reimbursement claims each year during the study period. In 2004, they received 80% of the reimbursement (Table 1) .
Relation to geographic regions and number of MRIscanners
In 2002, the rate of knee MRI claims differed more than fourfold between regions and was highest in East ( Table  2) Table 3 ). In 2004, this rate was 80% and 67% higher in Central and South/East regions, respectively, compared to the West region (24.9 and 23.1 vs. 13.8, Table 3 ).
Rate of knee MRI claims was significantly related to rate of MRI-scanners when adjusting for year and geographic region in a multivariate linear regression analysis (p = 0.017, Table 4 ). Regions with fewer scanners (West, North) ( Table 3 ) had generally lower knee MRI utilisation ( Table 2) .
Utilisation by patient age and gender
Claims for knee MRI were most frequent and also most rapidly increasing in the age group 50-59 years ( Table 5 ). The rate of knee MRI claims differed only slightly between genders (Table 5 ).
Compared to the rate of claims for ages below 50, the rate of claims for older ages was 
Discussion
This population-based study showed a very rapid increase in knee MRI utilisation. Claims for ambulant knee MRI increased 64% in two years to 15.6 per 1000 persons in 2004. Utilisation of knee MRI was higher for patients above 50, differed considerably between regions, was related to number of MRI-scanners, and was most often initiated by a GP.
Strengths and limitations
The coding of modality (MR) and location (GE) identifying knee MRI claims in this nation-wide study is likely to be quite complete. Radiology services had used such coding for many years to monitor activity, before it became required for reimbursement from 2002. NRPA has collected lists of radiology use for the whole year 2002 from all radiology services in Norway; 99.2% of all listed examinations were coded for both modality and location [15] .
The present data on geographic region, age and gender are also nearly complete for each study year. Geographic region, age and gender was specified in at least 99.4%, 99.7% and 95.8% of claims, respectively (based on numbers in footnotes of Tables 2 and 5 ).
Our data on number of claims are not affected by number of radiological codes. NRPA estimated number of MRI examinations from number of codes, excluding codes for MRI sequences but not other procedure codes amounting to 9% of MRI codes [15] . This probably implied slight overestimation of the number of MRI examinations. Our results on geographic differences, as opposed to most of the NRPA data, are based on patient address and thus reflect who are examined rather than where the examination took place. Also, different from NRPA, we report on reimbursement, scanners, patients, and referring health care providers.
Unfortunately, many claims did not specify the profession of the referring health care provider. We therefore reviewed clinical requests for this purpose. The study gave no information on clinical diagnoses, MRI findings or clinical outcomes.
Interpretation of findings
Medical needs for knee MRI are unlikely to differ as much as 74% between regions in Norway, as did the rate of knee MRI claims. Thus, regional under-and/or overuse of knee MRI might exist. In total, overuse seems likely. We found extensive use in older age groups where osteoarthritis is the dominating knee disorder. Knee MRI is not recommended in most cases of suspected osteoarthritis. It is mainly indicated for selected cases of acute trauma, especially in younger patients, and in selected patients prior to arthroscopy [11, [19] [20] [21] [22] .
Potential explanations
Several explanations for the rapid increase in use of knee MRI can be considered. First, the indications for knee MRI must have broadened, since neither the increase nor the larger increase for ages above 50 can be fully explained by increased disease prevalence.
Second, more MRI-scanners in the patient's health region were associated with more frequent use of knee MRI. Distance to the radiology clinic and illness severity explained 39% of the variation in use of MRI and computed tomography in a study from USA [23] .
Third, use of knee MRI increased relatively more than number of MRI-scanners. This means increased knee MRI activity per scanner, on average. Dedicated extremity lowfield scanners are now common and constituted 16 of 103 MRI-scanners in Norway per 1. January 2005.
Fourth, many patients ask for or demand imaging, and physicians may find it difficult or unwise to resist [24, 25] . More and more patients want to take part in clinical decisions [26] . At the same time, GPs in Norway are becoming less willing to be "gatekeepers" [27, 28] and may thus be more likely than before to meet patients' wishes for diagnostic tests.
Fifth, several other contextual factors may also affect the use of imaging tests [24] . E.g., GPs may order knee MRI to facilitate, or prevent, referral to an orthopaedic surgeon [29] .
Comparison with other studies
The larger increase in knee MRI utilisation in our study for patients above 50 conflicts with findings from USA where the age of patients undergoing knee MRI did not change from 1991 to 1995 [3] . Shift in utilisation towards older age groups may be a recent phenomenon.
Our finding of 9.5 ambulant knee MRI claims per 1000 persons in 2002 compares well with the NRPA estimate of 10.7 ambulant and non-ambulant knee MRI examinations [15] . Knee MRI in Norway in 2002 was thus about 60% more frequent than lower extremity MRI in the USA Medicare population in 1999 (10.7 vs. 6.6 examinations per 1000 persons) [2, 15] . Further comparable data after 1999 or outside USA are not available to our knowledge.
Implications
We suggest four implications of our findings. First, the use of knee MRI should be further monitored. In Norway, NAV's administrative data are suitable for this. Second, current reasons and indications for ordering knee MRI should be identified. This may require review of MRI requests and interviews with clinicians and patients. Third, the present use of knee MRI should be evaluated against evidence-based guidelines or other appropriateness criteria [30] . Fourth, as basis for up-dated guidelines, more evidence is needed on the effects of today's use of knee MRI on treatment, outcomes and costs [31] .
Conclusion
Ambulant knee MRI utilisation in Norway increases rapidly, especially among patients aged 50 years or above, and it differs considerably between geographic regions. The indications, clinical outcomes and appropriateness of this activity should be evaluated. Up-dated clinical guidelines for use of knee MRI should be developed and implemented.
